Sir-In a hospital-based case-control study conducted in Spain on 171 cases, Fernandez-Jarne et al. 1 reported an inverse association between olive oil consumption and the risk of nonfatal acute myocardial infarction (AMI); the multivariate odds ratio (OR) was 0.18 for patients in the upper quintile of consumption, having a median intake of 54 g/day.
becoming potentially directly affected. For example, if Iraq is attacked (as the paradigm enlarges from 'terrorists' to include 'tyrants'), this could lead to secondary impacts throughout the Muslim world, which (comprising a fifth of mankind) cannot fail but risk global catastrophe through various ramifications. The issue is far too important to be left to leaders of particular political factions, generals, or even presidents, elected or otherwise, but should be of concern to all people.
Just as we accept violence as a public health problem, so too should terrorism be viewed, with a legitimate need for scientific research from a number of fields, including epidemiology and allied health sciences. The paradigm of prevention is relevant, from primary prevention dealing with the underlying causal factors, to secondary prevention through the identification of risk situations so as to intervene appropriately before actions get out of control, to tertiary prevention which relates to the undesirable impacts at all levels in society. Beyond the immediate victims, we have a responsibility to examine more closely and speak out for the underlying injustices which lie at the roots, or alternatively to tease out the misperceptions or false communications, and not simply restrict ourselves to the oversimplified paradigms of our politicians. By and large, it is lack of enlightened leadership over many years which has brought us to this point.
There is a great risk of such effort being confined to official government agencies, whose links to national policies or defence-related funding create an inescapable bias towards official priorities (e.g. national security), if this leads us to ignore the need to study root causes. Epidemiology itself derives from a search for causes, and its pursuit is not likely to advance if the scope of inquiry is so limited. There is a need to define and classify terrorism in a scientifically objective manner and study it in all its dimensions, including national and international forms, state terrorism, and over-reactions to perceived threats (which could be a greater hazard in some instances than terrorism itself).
In closing, my view is that the emphasis on 'defence against terrorism' is misplaced if this does not include equal or greater attention to examining root causes with a view to determining how to reduce these forms of psychopathology (on all sides), thereby contributing to solutions consistent with global equity, health and human rights. There is a good case for developing a comprehensive epidemiology of terrorism, to encompass all relevant features from its impacts to its root causes, in response to this major new pandemic of the 21st century, thereby improving public and political comprehension concerning its origins, and ultimately to contribute to potential long term solutions.
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From EZRA SUSSER and MERVYN SUSSER Sirs-Our commentary called for epidemiologists to open a debate, in the aftermath of September 11, to identify the resulting opportunities and dangers for our profession, and shape a response. Dr White's thoughtful letter answers this call. He underscores the risks of confining public health efforts to government agencies, and proposes reframing the debate over terrorism in broader terms, with global equity, health, and human rights as the guiding principles. We agree; in fact, he extends and clarifies our argument. We hope others will present either similar or opposing views in a similarly lucid way.
Olive oil consumption and risk of non-fatal myocardial infarction in Italy 22% miscellaneous other illnesses). Interviews were conducted in hospital using a structured questionnaire including information on socio-demographic factors, anthropometric variables, smoking, alcohol, a problem-oriented medical history, physical activity, and history of AMI in relatives. Information on diet referred to the previous 2 years and was based on an FFQ, including 78 foods or food groups, and additional questions to assess the type of fat for seasoning and cooking (olive oil, specific seed oils, butter, and margarine), a subjective score on the amount used, and habits of eating or leaving on the plate the seasoning or sauce; these questions, frequency of consumption and portion size were used to estimate the intake of lipids. 10 The OR and the corresponding 95% CI, for subsequent quintiles of olive oil intake were derived using unconditional multiple logistic regression, 11 including terms for age, sex, and selected confounding factors.
Compared to the lowest quintile of intake the multivariate OR for the subsequent quintiles were 0.90, 1.01, 0.86 and 1.48 (95% CI: 0.86-2.55) with no trend in risk with consumption (Table 1) . Further adjustment for total vegetable intake did not materially modify the risk estimates. The FFQ was satisfactorily valid and reproducible, 8,9,12 and the mean amount of olive oil consumed among patients was relatively high, being 35.6 g/day in the whole population and 74.2 g/day in the highest quintile of consumption. Cases and controls were interviewed in the same hospitals and came from the same geographical area, participation was almost complete, and patients admitted for chronic conditions or diseases related to known or potential risk factors for AMI were excluded from controls. It is unlikely that recall of olive oil intake was systematically different on the basis of the disease status, since the possibility of a relation between it and AMI was unknown to most subjects.
Thus, these data, based on a larger dataset than previously available studies and on a detailed and validated FFQ, do not support the existence of a strong relation between olive oil and risk of AMI. We have read with interest the letter by Bertuzzi et al. We agree that the role of olive oil in coronary heart disease (CHD) is open to discussion. In fact, in our conclusions we stated that further observational studies and trials are needed. 1 In the introduction to our published article we acknowledged that 'a case-control study in Italian women (287 cases/649 controls) reported no significant benefit for oil consumption (odds ratio = 0.7 for the second tertile and 1.1 for the third) 2 and another case-control study in Greece did not find any significant protection from monounsaturated fatty acids (MUFA) intake'. 3 The present letter by Bertuzzi et al. provides additional data showing no association in a different case-control study conducted in Italy. Interestingly, the study conducted by Bertuzzi et al. specifically assessed olive oil intake, and not only total oil or MUFA. All studies used hospitalized controls. In all studies the percentage of participation was almost complete. However, important differences exist among them. Table 1 shows the main differences in the design of the four Mediterranean case-control studies. We acknowledge that we had a smaller sample size; but we used a matched design, thus increasing the efficiency of our study. A detailed examination of Table 1 may give some clues about the sources of disagreement.
In first place, the exposure was not specifically olive oil in the two earlier studies. Although olive oil is usually the main source of MUFA in traditional Mediterranean diets, mechanistic reasons provide a stronger biological plausibility for a protection derived from olive oil than from all MUFA. 4, 5 However, discrepancy still persists between the results of Bertuzzi and our results.
A second important source of heterogeneity lies in the case definition and the eligibility criteria. In our case-control study, a previous history of angina pectoris, a previous diagnosis of CHD or other prior diagnosis of major cardiovascular disease were exclusion criteria. As Bertuzzi et al. report in their letter 'an inverse association between olive oil and CHD has long been suggested'. This suggestion has been in large part also transferred to the general public, especially in Mediterranean countries, and it is likely that somebody who knows or suspects that he/she has had some previous manifestation of CHD may be motivated to increase the consumption of olive oil. This would lead to a bias with potential to underestimate the protection afforded by olive oil. Therefore, in the design of our study we took special care to avoid the inclusion of cases who had a previous history of cardiovascular disease. Trained physicians examined each potential participant to exclude such cases. This bias could explain why our study is the only one to detect the protective role of olive oil, because other studies did not take into account this important exclusion.
We observed that the protective role of olive oil was more clearly apparent when we adjusted the estimates for total energy intake using the residuals method. A shorter food frequency questionnaire or the use of foreign tables for food composition would introduce misclassification in total energy intake and this may interfere with the procedures of adjustment Author's response
From ELENA FERNÁNDEZ JARNE, MANUEL SERRANO-MARTINEZ AND MIGUEL A MARTÍNEZ GONZÁLEZ
Sirs-I was surprised to read the Commentaries that followed Allen Wilcox's reformulations of strategies to analyse birthweight distributions. [1] [2] [3] [4] The Wilcox approach is not focussed on the origin of the variations in birthweight, but rather on the link-or absence of a link-between birthweight and mortality. It separates birthweight distributions into two components, a main and a residual distribution. The main Gaussian distribution corresponds to term babies, and its shift has no influence on mortality. Richard David suggests that using this approach to study birthweight among different 'races' or ethnic groups is problematic because it may imply that 'some groups of babies are just supposed to be small'. 2 However, the shift of main birthweight distribution observed among different populations can be entirely explained by environmental factors and does not imply genetic determinism. 'Race' and ethnicity are social constructs, and reflect social realities, such as racism and discrimination. 5, 6 Numerous studies using the Wilcox approach have shown that the main birthweight distribution is strongly influenced by environmental factors, such as altitude, smoking, or social class. 1, 7 Differences among 'races' and ethnic groups should be interpreted as another example of influence of environmental factors on birthweight distributions. An important contribution of Wilcox's analysis of birthweight-specific infant mortality is that it unveils the high mortality of small African American infants. 1 The appearance of better survival among small African American infants compared to white infants disappears after transforming all birthweight distributions into z-scores. Using British data, Wilcox found similar results for low social class infants. 7 Finding solutions to these social disparities should be our priority, and building a consensus about our interpretation of the causes and consequences of birthweight distributions is a necessary step toward that goal. for total energy. Misclassification, which is pervasive in nutritional epidemiology, is a very likely explanation for finding no association when this association in fact exists.
The Italian studies were conducted in a network of hospitals. A related caveat is the heterogeneity among centres. In our study, conducted in three hospitals, the hospital was one of the matching variables and we adjusted the estimates for hospital using conditional logistic regression.
In summary, strong mechanistic reasons are available to support the benefit derived from olive oil consumption, 4, 5 and some reasons might still explain the discrepant findings in the available case-control studies. More importantly, further prospective studies and trials conducted in Mediterranean countries are needed to more clearly elucidate this association.
